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EXECUTIVE SUMMARY 



In September 1980 the National Long Term Care Demonstration — ^known 
as channeling — was initiated by three units of the United States Department 
of Health and Human Services--the Office of the Assistant Secretary for 
Planning and Evaluation (ASPEh the Administration on Aging (AOA), and the 
Health Care Financing Administration (HCFA). It was to bo a rigorous test 
of comprehensive case management of community care as a way to contain the 
rapidly increasing costs of 2ong term care for the impaired elderly while 
providing adequate care to those in need, 

A. THE INTERVENTION 

Channeling was designed to use comprehensive case management to 
allocate community services appropriately to the frail elderly in need of 
long term care. The specific goal was to enable elderly persons, whenever 
appropriate, to stay in their own homes rather than entering nursing 
homes. Channeling financed direct community services, to a lesser or 
greater degree according to the channeling model, but always as part of a 
comprehensive plan for care in the community. It had no direct control 
over medical or nursing home expenditures. 

Channeling was implemented to work through local channeling 
projects. The core of the intervention — i.e., case management — consisted 
of seven features: 

Outreach to identify and attract potential clients who 

were at high risk of entering a long term care institution 

Standardized eligibility^sc^eening to determine whether an 
applicant met the following preestablished criteria: 



o Age: had to be 65 yeari older 

o Functional disability: had 16 have two moderate 

activities of daily living 
(ftDL),^ three cevere impairments in ability to ^ 

^InrT" '^''^^'''^'^''''^^-^^'^^^^^ of «3aily living 
Ant ^H 4.-Sf.^r^^"^''^^^^^*"i«i?'^"ts and one severe 
ADL disabTlity. Cognitive or behavioral difficulti" 
affectxng ability to perform ADL could count aTone ^f 
the severe lADL impairments. 

o unmet needs: had to have an umnet need (expected to 

or an f^^'' °r ^ore services 

or an informal support system in danger of coliapser 

o Residence: had to be living in the community or (if 
institutionalized) certifi^ as likely to be 
discharged within three months. 

c3f p^n,'"^"°" assesB^t to identify individual 
Client problems, resources, and service needs in 
preparation for developing a care plan 

^i|i|^g£|^l2iming to specify the types and amounts of 
care required to meet the identified needs of clients 

Service. arrangement to Implement the care plan through 

ODjoiig »nltorin„ ii issure that s.rvioei „er. 
•ppropriately d.livifia ar^ =ofttl„„ea to n»et cli6„t needs 

|| ^c^|eassess.ent to adjust care plans to changing 

TWO „oael. Of channeasg were t.st^. .The ea.. „.n,ae„.„, 

USSSk prlmarili. on the cor. features. The channeling project 

..sun,ea r.sponsibilit>. for helping .ll.nts gain .c=e.s to neeaea services 
and tof coordinating the services o, multiple providers. This ftodel 
provided . s»all amount of addition.! funding to purchas. direct services 
to fill in gaps in existing programs. But it belied primarily on what was 
already available in each c«n.unlty, thus testing the pr.„lse that the 
Sajor difficulties In the curr.nt syste. «re problem of information and 
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coordination which could be largely solved by client-centered case 



management. 

The financial control model differed from the basic model in 
several ways: 

o It expanded service coverage to include a broad range of 
community services. 

o It established a funds pool to ensure that services could 
be allocated on the basis of heed and appropriateness 
rather than on the eligibility requirements of specific 
categorical programs i 

o It empowered case managers to authorize the amount, 
diiration, and scope of services P^i^ out of the funds 
pool, making them accountable for the full package of 
community services i 



o It imposed two limits on expenditures from the funds 
pc50li First, for the entire ':3aseioad average estimated 
expenditures under care plans could not exceed 60 percent 
of the average nursing home rate in the area. Second, for 
an individual client estimated care plan expenditures 
could not exceed 85 percent of that rate without special 
approval. 

o It required clients to share in the cost of services if 
their income exceeded 200 percent of the state's 
Supplemental Security Income (SSI) eligibility level plus 
the food stamp bonus ambuiit. 



B. THE DEMONSTRATION AND EVALUATION 

In September of 1980,. the pj^rticipating states, a technical 



assistance contractor, and a national evaluation contractor were awardec 
contracts and began planning channeling. Among the criteria used for 



selection among states that competed to be paiTt of channeling were 
demonstrated interest and commitment at the state level; capacity to 
perform the basic case management functions; whether channeling would 
represent a change from the existing system; and general quality of the 
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proposal. A local project in each state was then selected; The host 
agencies of these projects were well established as departments within 
existing human service organizations (typically area agencies on aging or 
private nonprofit service providers )• 

initial Plans had called for four different models of channeling to 
be tested in 23 sites, selected through two procurements. Federal cutbacks 
reduced the nodels to two and the number of sites to 10 making it necessary 
to select from among 10 already chosen 5 that would implement the financial 
control model. Selection of financial control sites was based on perceived 
capacity of the projects to implement the more complex financial model, 
combined with judgments about the existence in th3 remaining sites of real 
differences between the basic model and the existing service system. Both 
considerations led to assigning the financial control model to the richer 
service ehvironments . 

The 10 Bites participating tn the demonstration and their model 
designations were: 

Basic case Management Model Financial Control Model 

Baltimore, Maryland Cleveland, ohiS 

HSSn,1eSr^ SaS%F"^ "^^^^^^"^^^^^ 

Mjo^T^, ^ Miami^ Florida 

SoufhlrTJ"""^''' ■'"""^ Philadelphia, Pennsylvania 

southern Maine Rensselaer County, New York 

The 10 local projects opened their doors to clients between February and 
June of 1982, and were fully operational through June of 1984. The 
projects were pleased out of the federal program in March of 1985, 
although most continued to operate under state or other auspices. 
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The goal of the evaluation^ in addition to documenting the 
implementation of channeling^ was to identify its effect on: 

o Use of formal health and long term care services, 
particularly h^pital, nursing home, and community 
services 

o Public and private expenditures for health services and 
long term care 

o Individual outcomes including mortali ty^ physical 

functioning, unmet service need, and social/psychological 
well-being 

d Caregiving by family and friends, including the amount of 
care provided, the amount of financial support provided, 
and caregiver stress, satisfaction, and well-being. 

To compare channeling' s outcomes with vrtiat would have happened in the 
absence of channeling, the evaluation relied on an experimental design. 
Elderly persons referred to each channeling project were interviewed (most 
by telephone) to determine their eligibility for channeling. If found 
eligible, they were randomly assigned either to a treatment group whose 
members had the opportunity to participate in channeling or to a control 
group whose members did not receive demonstration services but continued to 
rely on whatever services were otherwise available in their community. 
Over the life of the demonstration (which included the period after the end 
of randomization for the research^ 11,769 aipplicants were screened, 9,890 
of whom were determined eligible. In all 6,341 persons were randomly 
assigned. Given the substantial death rate among this population as well 
as interview noncompletion, this yielded research samples of 3,372 to 6,326 
elderly persons, depending on the analysis. 

Several data sources were used. In addition to the telephone 
screening interviews, an extensive in-person survey was administered to the 
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.ld.riy members of the res..rch sa.pie (both treat^nent and control groups) 
at baseline and 6, 12, and (for half the sample) 18 months thereafter. 
Another survey was administered (usually by telephone) to the primaty 
informal ca^egiv^rs of a subset of the sample members at baseline, and 6 
.nd 12 months thereafter. Service use and cost data were collected from 
Medicare, Medicaid, and channeling records, and from providers directly; 
participant tracking data and project cost records were collected from the 
channeling projects; official death records were obtained from state 
agencies. Finally, federal, state, local, and project staff were 
interviewed ^out the implementation and operation of the demonstration. 

The basic methodology was to measure differences between treatment 
and control groups in the average levels of the variables for which effects 
were expected. Multiple regression was used to estimate the averages 
because it controls for different distributions of treatment and control 
groups across sites and to some Extent for different patterns of 
attrition. it also takes account of variation due to factors other than 
Channeling, thus yielding more precise estimates. Xn addition to analysing 
the effects by model, we examined effects disaggregated by site and by 
subgroups of the sample. There were few instances of significant 
differences in effects across models, sites, or subgroups. 

C. FINDINGS ON IMPLEMENTATION 

ChanneUng.^^election criteri^^ja ^d.nt ify an ext^...^ .... . 
5£2U£. consistent with the eligibility criteria, clients reported major 
limitations in f unctioning-with over 22 percent unable to perform any of 
five common activities of daily living (adl) (eating, transfer, toileting, 
dressing, bathing), percent incontinent, and 81 percent restricted in 



their mobility* rSiere was also overwhelming dependence in instruihehtal 
activities of daily living (IftDL), for example^ meal preparation (88 
percent), shopping (96 percent), housekeeping (97 percent), and a high 
number of unmet needs (averaging almost 4 out of 8 possible heeds). Mental 
functioning was also limited; channeling sample members missed on average 3 
to 4 items of a 1 0-item mental status questionnaire. Fifty-two percent 
reported inccnmeis below $500 peir month (Which includes spouse income where 
applicable). Over one-third of the sample lived alone, although more than 
90 percent reported receiving some informal carei Most (87 percent) had 
experienced a major stressful life event during the previous year. The 
average age of the channeling sample at baseline was 80 years. Nearly half 
reported a hospital admission in the 2-month period prior to channeling, 
and about three-fifths were already receiving in-home care. 

rthe program elements were implemented lar^ely^^as-designed * Case 
managers success^'illy coordinated delivery of a broad range cf services to 
those in the community, fin in-person structured assessment, taking 75 
minutes to complete, served the important clinical function of providing 
the basis for care planning as well as the research function of providing 
baseline data for the evaluation. Assessmentis were completed on all 
clients. Then a formalized care plan, which included both informal and 
formal services, was completed for each client and reviewed by a 
supervi sor. 

Case managers under the financial model reported being able to 
purchase services under the funds pool in all the specified service 
categories generally without constraint, although supply shortages limited 
the ordering of some services (e.g., homemaker services) in some sites. 
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case managers unde^ the basic model, consistent with design, relied 
primarily on a brokering approach to arrange iirvices. They reported 
having great freedoS to use the gap filling funds as needed. These funds 
w^re (as intended) a small fraction of the funds available to case managers 
under the financial model. 

The cost controls of the financial Control model were also 
implemented according to plan. They did not prove to be as binding a 
constraint as had been expected. Estimated care plan costs in the five 
projects ranged from 30 to Al percent of the cost of a nursing home in the 
.ite-well below the average expenditure cap of 60 percent. However, case 
n^nagers did report that the requirement of calculating costs and comparing 
them to the limit, and t^e ability to trade off expenditures among clients 
did increase their cost-consciousne§s. 

Because the incomes of the vast majority of clients fell below the 
cost-sharing level and because key services were .xempt from cost sharing, 
only about 5 percent of clients shared in the costs of their care. Even 
so, case manager. Under both nodeis felt that cost sharing contributions 
increased both client a^ family interest in the care and their willingness 
to notify the case managers in instances of inadequate care. 

ongoing case management, including regular monitoring and 
formalized reassessment and care plan adjustment, was implemented 
successfully. Telephone contacts to nonitor changes in clients' situations 
occurred in a majority of cases very frequently, in-person visits less 
frequently. Reassessments and care plan revisions occurred at 6-month 
intervals for the majority of clients. The initial requirement that the 
first reassessment occur at 3 months was relaxed, partly because of high 
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work loads but partly because case managers were in frequent contact with 
clients daring that period in any case. 

Although impiementatibn across sites was remarkably uniform^ 
implementation differed across models in ways which> though the differences 
were not large, could potentially influence the effects of the case 
management component. Total staff resources were approximately the same 
for the two models, but case managers under the basic model were able to 
spend a greater proportion of their time on direct client functions. This 
was probably due to the extra responsibilities under the financial model of 
ordering direct services and associated paperwork. Taken together the 
differences suggest that the basic model case managers may have provided 
more reassurance and personal support for clients and their informal 
caregivers than their counterparts under the financial model. 

The technical evaluation design was implemented successfully . The 
large sample sizes made it unlikely that important channeling effects 
either went undetected or were seriously overestimated. The datai collected 
on sample members provided measures of all the central outcomes of 
interest. In any evaluation, and particularly in one of channeling" s scale 
and complexity, qualifications and uncertainties inevitably surround some 
of the results. Extensive methodological research, however, substantially 
reduces the risk that the basic conclusions of the channeling evaluation 
are subject to uncertainty due to sample attrition, estimation methodology, 
data noncomparability, or other technical matters. 

The demojistration did not evaluate the effects of community care 
^Bi^se* Rat:H<=»r, it eyalga^ted. the effects of adding comprehensive case 
4n anageinent-^nd expanded ccanimint^ servxaes io- a jsystam that already 
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p rSVtd^d ^ otih^t antial amonnt of coinniuiy^y sst only was service- 

baiid caae management ai^eidy a^^ilable in the chanSeiing sites; a limited 
amount of case management like channeling's in its compreher.siveness was 
also a^^ilabi.. Ten to ti^enty percent of the control group received such 
comprehensive case management, more in financial than in basic sites. 
Receipt Of direct community services was substantial also; 60-69 percent of 
controls received in-home care visits in the week six months after 
randomization, with the proportion receiving and the number of visits 
received being substantially greater in financial sites. 

D. CHANNELING -S EFFECTS ON SERVICE USE AND COST 

service use and cost results are summarized in Table 1. 
ghannelin^ increased formal immunity ...^r^. Community 
ser^^ce use increased, not because of the substitution of community for 
nursing home care, but because of increased use among those in the 
community. bulk of these service, was in-ho,r. care from visiting 

service providers. Personal care and homemaker services -reported by 
practitioners to be the most difficult types of ser^^ces to obtain in 
sufficient quantity under the existing system-increased the most, 
community service increases were mod.st under the basic case management 
model (about half a visit a week over a control group average of 2.2 
visits). They w^re substantial under th^ financial control model (more 
than 2 visits a Week over a control group average of 2.8 visits). This 
difference is consistent with the models' different capacities to pay for 
community services. 

Neithea^^,^ Had a n^Ho. ...... inforn,.i ^^regi vi^i 

the financial controj^ode] led to smalJ. r^,.. ions in som. ..... Most 
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TABLE 1 



CHANMaiNG EFFECTS ON SERVICE USE! AND COST 
DURING OR AT THE END £F THE FIRST YEAR 



Treatment Control Treatment/ 

Group Group Control 

Mean Mean Difference 



Formal in-Home Services (viaita per week) 
Basic base Management Model 
Financial Cdntrol Model 

Informal bare (visita per week) 
Baaic Caae Management Model 
Financial Control Model 

Nuraihg Home Use (percent in nut Ing home) 
Basic Case Management Model 
Financial Control Model 

Hospital Use (daya per year) 
Basic Case Management Model 
Financial Control Model 

Coata (dollara per tnbhth alive)° 
Baaic Case Management Modol 
Financial Cdntrol Model 



2.73 2.17 0.56** 

4.93 2.75 2.18»* 

3.0 2i9 b.i 

2.6 3.1 -0.5 

11.6 13.0 -1.4 

11.4 14.0 -2.6 

19.2 19.8 -0.6 

25.6 26.8 -1.7 

1,413 1,330 83^^ 

1^879 1,592 287'' 



^Averaged over the whole 18-montl^i evaluation period. 

'^Statistical significance of the coat estimates waa not calculated because the eatimates were 
constructed as sums and products of separately estimated componenta. 



♦♦Statistically significant at the 1 percent level. 
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Of the informal care received was fro^ caregivers who lived with the sample 
member. TOe proportion of those caregivers giving ca^e wai not affected by 
either channeling model. The basic case management model did hot affect 
the amount of care given by visiting family and friends either. Both 
treatment and control group members were receiving about three visits a 
week frcB visiting caregivers at the end of the first year. Under the 
financial control model treatment group members were receiving about two 
and a half visits a week at the end of the first year, compared to about 
three for control group members. Although this difference in visits was 
not statistically significant:, the reduction in the proportion receiving 
such visits was significant u.-.dar the financial control model. m 
particular, the proportion receiving help from friends and neighbors was 
significantly reduced under the financial model. The areas where small 
reductions were observed were the ^oportions receiving help with 
houseworic/laundry/shopping, help with meal preparation, delivery of 
prepared meals, and transportation. 

Jiespite success in i-.ra.tf ngL^n^^emely frail non nr.^.^» 
channeling did not identify a popnlaj: ioB at high risk of nur^iiia hoa^ 
placemen^ ^d did not substantially r^uc. nursing home n.. . At 1 2 
months, 13 percent of control group members in the basic sites and 14 
percent in the financial sites were in a nursing home. This was much lower 
than expected, given the channeling eligibility criteria. Even by 18 
months (not shown) only 19 percent of surviving control group members were 
in a nursing home. Nursing home use was lower among the treatment than the 
con^ol group under both models at 12 months but the differences were small 
and not significant. 
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The chan neling popntatibn was frequently hospitalized and made 
heavy use- of physicians and other-medical services* Channeling did hot 
affect these^types of service jse ^ Use of hospitals was considerable--45 
to 46 percent of the control group had a hospital admission during the 
first six months after enrollment. During the first year of channeling the 
control group in the basic sites spent 19i8 days in the hospital and 26.8 
days in the financial sites. Hospital use by the treatment group was 
virtually the same — 19.2 days and 25 i6 days, respectively--and the 
differences were not isignif icant. Other medical service use (not shown) 
was also high. In the basic sites, 71 percent of meflbers of the control 
group visited a physician during months 7-12 and in the financial sites 81 
percent did so. Use of outpatient, x-ray, and laboratory services among 
control group members wais also high — 60-65 percent per 6-month period in 
the basic sites, 73-77 percent per 6-month period in the financial sites. 
There was no evidence that channeling had an effect on physician or other 
medical service use. 

The costs of expanding case manageme nt and commu nity services were 
not offset by reductions in nursing home or— other costs . Channeling 
increased the costs of case management and direct service use by design. 
Since it had little effect on nursing home use and none on hospital, 
physician, or other medical service use, the cost increases were not offset 
by cost decreases in othor areas. In the basic sities, control group costs 
(including ail service and room and Doard costs) averaged about $i,330 per 
month alive. Channeling resulted in a net increase in these costs of $83 
(6 percert). In the financial sites, control group costs averaged about 
$1,592 per month alive. Channeling resulted in a net increase in these 
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costs of $287 (18 ^rcfent). The cost bufden was redistributed by 
channeling. Government costs increased by about 14 percent under the basic 
model, 28 percent under the financial model, costs to clients and their 
families were reduced by about 7 percent under both models. 

E. CHANNELiNG'S EFB^CTS ON WELL-BEING, PUNC^IOMING, AND MORTM.ITY 

Channeling effects on well-being, functioning, and mortality are 
summarized in Table 2. 

Channeling reduced nnme^ r^^^„^ increa sed clientsl^onf id^ce in 
^ceip^ Of care, and increased thed^satisfac t ion with ^fe . the end of 

the first year the control group averaged one unmet need (out of a maximum 
Of four). Both models of channeling reduced the number of unm^t needs by 
0.2 (equivalent to removing an unmet need for one out of five sample 
members) . Both models of cha.nneling increased the percentage expressing 
confidence that they would get needed care (increases of 8-9 percentage 
points over a control group average of just over 70 percent) and reported 
satisfaction vdth service arrangements. Both models also increased 
satisfaction vdth life generally, with the financial control model having 
the stronger effect (5.5 percentage points over a control group average of 
56.3 percent). Channeling did not affect a number of other measures of 
quali^ of life for clients (including morale, social interactions, self- 
perceived health, and contentment). 

Q^anneling incr eased i nformal c aregivers' s atisfaction wi4:>, 
arrangements and satisfaction with life . The majority of prinary 
caregivers of the channeling client population expressed positive feelings 
about care arrangements and about their own life satisfaction. Xn the 
basic sites, for example, 76.8 percent of primary caregivers of control 
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TABLE 2 



CHAN^iaiNG EFFECTS ON WELL-BEING, FUNCTIONING, AND MORTALITY 
AT THE END OF THE FIRST YEAR 



Treatment 
Groap 
Mean 



Control 
GroQp 
^4ean 



Treatment/ 
Control 

Difference 



Unmet Neads (4 maximom) 

Bbbic Case Management Model 
Financial Control Model 



0.8 
O.B 



-0.2»* 
-0.2»* 



Confidence about Recei^:ing 
Care: Elderly (percent) 
Basic Case Management Model 
Fihahcial Control Model 



80.0 
80.0 



72.1 
71.0 



7.8** 
9.0** 



Satisfaction with Life: Qderly (percent) 
Besic Case Management Model 

Financial Control ^todel 61.8 



62.8 
56.3 



2.2 
5.5* 



Satief^tioh with Care 
Arrahgeflwhte: Caregivers (percent) 
Basic Case Han&gement Model 
Financial Control Model 



83.2 
91.1 



76.8 
71.8 



6.4 
19.3** 



ilatisfactibn with Life: Caregivers (percent) 
Basic Case Management Model 7 9; 2 

Financial Control Model 67;8 



Disabilities in ADL (five maximum) 
Basic Case Management Model 
Financial Control Model 



2.3 
2.5 



75.3 
59.0 



2^2 
2.3 



3.9 
8.8* 



0.1 
0.2** 



Mortal!^ Rate (percent after one year) 

Basic Case Management Model 27.3 
Financial Control Model 27.5 



29.7 
27.4 



-2.4 
0.1 



*Stati8tically significaht at thie 5 jaerceht level. 
♦*Statistically significant at the 1 percent l^ivel. 
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group members said they Were confident aJboat care arrangements, in the 
financial isites 71.8 percent said they we^e. Channeiing increased these 
high percentages to 83.2 and 91.1 percent, respectively, with the financial 
control difference being statistically significant. With respect to 
primary Caregivers' satisfaction with life, in the basic sites 75.3 percent 
of primary caregivers of control group members expressed satisfaction, in 
the financial sites 59.0 percent. Here again channeling increased these 
percentages (to 79,2 and 67.8 percent, respectively) with the financial 
control difference being statistically significant. Channeling did not 
affect perceived emotional, physical, and financial strain due to 
caregiving, employment, or limitations on employment or personal 
activities^ 

Channeling^^id not affect measu res^^x^Hent functioning, wi^h the 
possibl^^xception of physical functionin g under the financial model . The 
basic model did not affect AbL or any otiier r.ieasure of functioning. The 
financial „,odel did not affect the number of days restricted to bed or the 
abiii^ to perform lADt. However, the treatment group reported performing 
fewer personal care (ADL) tasks than the control group (2.3 tasks out of 5 
versus 2.5)— a small, but statistically significant difference. 
Significantly lower levels of functioning were also reported on some 
individual ADL items. This could reflect a real change in functioning. 
But it could also be an artifact of measurement; perhaps treatment group 
members reported doing less simply because of the high level cf assistance 
provided. These possibilities cannot be disentangled with the available 



data* 
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The channeling population was at high risk of dying. Chahhcling 
did not affect mortality . At the end of the first year, 29,7 percent of 
the control group members in the basic sites had died . 27 w4 percent in the 
financial sites. By the end of the demonstration these rates had risen to 
39 percent and 33 percent, respectively (net shown). Channeling did not 
significantly affect mortality. 

F. CONFIDENCE IN THE RESULTS OF CHANNELING AS FIELDED 

Inevitable uncertainty surrounds isdme results in any evaluation of 
this kind. However, there is, in our judgment, little doubt about the 
basic conclusidns concerning the channeling demonstration as fielded. 
Three pieces of evidence increase our confidence in the results. 

First, the results were generally consistent across the sites in 
which each model was tested, making it unlikely that: effects in one or two 
sites dorainated the results, or that there were significant offsetting 
results in different sites. 

Second, ch angles of any plausible magnitude in the channeling 
results would not alter the basic conclusions about costs. A rough 
compariso^i or the costs of community and institutional care illustrates the 
point. B€>cause the channeling population's risk of iristi tutidhalizatioh 
was so law, the trade-off between cost in a nursing home and cost in the 
community plus channeling services indicates that the basic model Would 
have had to reduce average nursing home use to less than half actual 
control group use just to break even. Ilie financial control model, given 
its larger increases in community care, could not have broken even at all, 
because the required reduction in nursing home use would have exceeded 
total control group use. 
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Third, the channeling results are bbniiitent with those of other 
dSmSunity care demdnstrations, which generally found (with dhe imfXDrtarit 
exception diicussed below) relatively low riik of n-^rsing home use among 
the populations served, and insufficient nursing home cost savingr. to 
offset the increased costs of expanded case management and community 
services. 

G. GENERAL IZftBILITY 

The findings and conclusions ?ep8rted here are, of course, for 
channeling as fielded in the 10 demonstration sites in 1982-1984. 
Determining whether the results are generalizable to other interventions, 
populations, or environments is difficult for any demonstration, and 
; channeling is no exception. Assessment of these issues to the extent 
possible Will, however, assist users of the research in m^-king judgments 
about its applicability to their particular situation. 

The intervention. Success of the demonstration makes it clear that 
the channeling intervention itself could be successfully replicated in 
other settings as a permanent program. indeed, the demonstration's 
documented experience in case management, provider relations, and cost 
controls is a useful guide for practice in replication of channeling or in 
other case management programs; 

The demonstration tested two models of a particular approach to 
long term care—comprehensive case management combined (in the financial 
control model) with expanded community services and cost controls. Thus, 
the demonstratiSn cannot speak to the effectiveness of case management 
within other approaches (such as a social/health maintenance organization, 
mandatory preadmission screening, or vouchers). 
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Tfae-^imlat ion se gve^d . Channeling was tested with the particular 
population who applied to channeling. Because of the voluntary nature of 
application^ the population may have been a selected subset of the eligible 
population who had more needs related to an acute care episode and were 
more likely to be connected with the existing community care system^ The 
channeling population turned out to have relatively low risk of 
institutionalization despite state of the art screening criteria and 
assessment techniques i Since channeling was designed there has been no new 
research suggesting alternative screening instruments for community care 
populations that appear substantially better able to separate those who 
will go into nursing homes from those who will stay in the community. 

llie one evaluation that used a randomized design and came to a 
different conclusion about the substitution of community for institutional 
care is of special interest in this regard. T*ie South Carolina Long Term 
Care Project served a islightly more disabled population with high nursing 
home use among the control group (48 percent of the controls were 
institutionalized after 12 months). The reduction in nursing home use was 
substantial (40 days during the first year after enroll merit- -a 31 percent 
r^uction) . The South Carolina project differed from channeling and most 
of the other ccmimuhity care demonstrations in that it was integrated with 
the state's nursing home preadmission screen from which it received all its 
clients. Whether because of this or some other reason, it was able to 
reduce nursing home use and break even on (but not reduce) costsi 

Environment . Whether the demonstration sites were similar to the 
nation with respect to the difficulty of admission to a nursing home and 
the availability of community services is particularly important to 
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interpreting the results^ If nursing home beds were in shorter supply and 
community services nore available in the demonstration sites than in the 
nation^ channeling would have been less able to affect institutionalization 
rates ^an if it had been fielded elsewhere. Available evidence suggests 
that nursing home beds may have been somewhat less available than in the 
nation as a whole, but that jsevere shortages were probably not a major 
factor affecting channeling 's outcomes for a majority of clients. 

Data on the availability of ccwimuriity care are even more limited. 
Channeling sites were similar to the nation with respect to Se proportion 
of states covering optional services under Medicaid and to home health 
expenditures under Medicare and Medicaid. No data on community care under 
other programs such as state home care programs are available. Given that 
the demonstration projects applied to participate in the demonstration 
through a competitive process, however, the case management and community 
care systems; in the seslected sites may have been more developed than in 
sites that did not apply or were not selected i 

Conclusions, it is clear that channeling tesx:ed the effect of 
adding comprehensive case Management and expanded community care to service 
systems that already provided such services to some of the frail elderly. 
It was hot an evaluation of community care compared to its total absence. 
Its population^ which voluntarily applied to the demonstration^ was 
extremely frail and had unmet service need but turned out to be not at high 
risk of nursing home placement. Substantial reductions in nursing home use 
were not pc^sible given that only a relatively small portion of the 
population would have used nursing homes even without channeling. 
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The channeling evidence indicates that expansion of case management 
and community services beyond What already exists does not lead to overall 
cost savings. But it does yield benefits in the form of increased in-home 
care, reduced unraet need, and improved satisfaction with life for clients 
and the informal caregivers who bear most of che care burden. Whether 
these benefits are commensurate with its costs is a decision for society to 
make. 
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CHANNELING EVALUATION REPORTS AND DATA CdLLECtiON iNSTRtJMENTS 



The Channeling demonstration has generated an extensive amount of 
information on the characteristics of a community-based iong-term 
care system. The research findings are contained in the following 
technical reports: 



Pre iimi nary Reports 

!• The Planning and Implementation of Ghanneiitng: Early 
Experiences of the National Long-Term Care Demonstration 
(4/15/33) 

2« Implementation ard Early Operation of the National Long-Term 
Care Demonstration: An Overview (12/83) 

3. Channeling Effects for an Early Sample at 6-Mont:h Foliowup 
(5/85) 



Supplementary Reports 

4. Differential impacts Among Subgroups of Early ehanneling 
Enroliees Six Months After Randomization (7/84) 

5i The Effects of Early Sample Attrition on Estimates of 
Channeiing's for an Early Sample (7/84) 



Techjciicai _Rep^ojri:s 

6i issues in Developing the Client Assessment Instrument for 
the National Long-Term Care Demonstration (1/81) 

7i initial Research Design of the National Long-Term Care 
Demonstration (11/82) 

8i the Comparability of Treatment and Control Groups at 
Randomization (10/27/83) 

9. Informal Care to the Impaired Elderly: Report of the 
National Long— Term Care Survey of Informal Caregivers 
(6/6/84) 

10. Estimation of the Equivalence of Treatment and Control 
Groups and the Comparability of Baseline Data (10/84) 

llm Final Report on the Effects of Sample Attrition on Estimates 
of Channeling' s impacts (1/13/86) 
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12. 



l'pa?-erifderly^(2/86r'"^" Co^^unity Services on the 

sIlLerOaireollLJf ""I" De^^onstratton: 
burvey Data Collection Design and Procedures (3/7/86) 



16. 

17. 
18. 

19 . 

20. 

21. 



14. Channeling Effects on the Quality of Clients' Lives (4/86) 

Med^'sey^^3/86? "^P^^^' ^^^^"^ Ho- and Other 
^u:i;^'^slV"' °" Comauniny Based Services and 

Channeling Effects on Informal Care (5/86) 

A^l^v^^^%"^^°^ '''^ National Long-Term Care Demonstration: 
Analysis of the Costs and Benefits of Channeling (5/86) 

Anllv^is"of"?^°' i'?" National Long-Term Care Demonstration: 
Analysis of Channeling Project Costs (5/86) 

An;l;;%'^°%°l- '^^c Long-Term Care Demonstration: An 

Analysis of Site-Specific Results (5/86) 

(5/8^^^ Channeling Impacts Across Multiple Subgroups 

Finil"%'^°" '''^ ^f '^°''^^ Long-Term Care Demonstration: 

Final Summary Report (5/86) 

Methodological issues in the Evaluation of the National Long 
Term Demonstration (7/86) ^""g 

III ^^aluation of the National Long-Term Care Demonstration: 
The _ Planning and Operational Experience of the ChannelTn^ 
Projects (2 volumes) (7/18/86) 'annexing 

25. The C_reatlon and Documentation of the National Long-Term 
data trpe)"' ^'"^ accompany publi^c us^ 

Pata Collection InstjoMentg^ 
A. National Long-Term Care Applicant Screen (3/82) 

^' An^^n""^^ ^ri'^Y.'" ^^""^ Demonstration Clinical Assessment 
and Research Baseline Instrument: Community Version (3/82) 

C. National Long-Term Care Demonstration Clinical Assessment 
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and Research Baseline Instrument: institutional Version 
(3/82) 



National Long-Term Care Demonstration Foiiowup instrument 
(ii/82) 

E» Nat ional Long-Term Care Demonstration Glient Tracking/ Status 
Change Form (3/82) 

Fi National Long-Term Care Demonstration informal Caregiver 
Survey Baseline (1/83) 



6. National Long-Term Care Demonstration Informal Caregiver 
Survey Foiiowup instrument (8/83) 

Hi Nat ional Long-Term Care Demonstration ins titu::ional Provider 
Discussion Guide (1/84) 

ii National Long-Term Care Demonstration Community-Based 
Provider Discussion Guide (2/84) 



J . N a t i on a 1 t on g-Term Care Demonstration Provider 
Characteristics Instrument (1/84) 



WHERE TO OBTAIN INFORMATION 

You may contact one of the following places to obtain ada5,tional 
Channeling information . Pl^as^ No t e : In most instances a fee for 
each report or instrument is charged to cover the costs of publi- 
cation; 



Hatheraatica Policy Research, Inc. 
Office of Publications, Room 158 
P.O. Box 2393 

Princscon, New Jersey 08540 
609-275-6024 

HHS Policy Information Center 

Office of the Assistant Secretary for Planning and Evaluation 

U.S. Department of Health and Human Services 

Room 438F, Hubert H. Humphrey Building 

200 Independence Avenue, S.W. 

Washington , D.C. 20 201 

202-245-6445 

(Attention: Carolyn Solomon) 

National Technical Information Service 
U.S. Department of Commerce 
5 285 Port Royal Road 
Springfield, Virginia 22161 
703-487-4650 
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CHANNELING TRAINING AND TEeHNICAt ASSISTANCE REPORTS 

Se^nlnR Training for Screajier^: Trainer Guid e. 1985- 

353 pages. Contains materials needed to train staff to 
conduct the screening process using the Channeling Applicant 
Screei|. Included Is a detailed lesson plan for a two-day 
training program, lecture notes, blank forms Including the 
Applicant Screen Set, which Is also available separately, 
handouts and scripts* 

^"^ fW^icant Screen Set^ 1982 , 102 pages. The standardized 
instrument with Its work sheet and manual for conducting the 
screening process of a long-term care program. 

^""^ f^ssment Training f ori^^ase Jiaftagers ; A Trainer's Quid p.. 
tl i ? ^ ' , Contains ^handouts, blank forms Including 

thf Clinical Baseline Asseasmen^^nst rumen t Set , also avail- 
able separately, lecture notes and materials for a three-day 
training program. A case study method designed to give 
workers experiential training In the techniques of effective 
assessment Is utilized* 

Clinical Baselin e Ass^^meft^ Instrument Set . 1983 , 144 
pages. The Temple University mddlflqatlon "of~the community 
and institutional versions of the clinical baseline assess- 
ment instrument originally developed by MPR for the research 
data collection aspects of Channeling. The Clinical Baseline 
Assessment Instrument Training Manual, designed for individ- 
ual workers, is also included. 

9ase Management Tr^±^a^fr 4^ C ase Managers: A T^a±jxe^ 
9:^1A±> 19B5 , 423 pages. Presents an outline and course 
content ^f or a three-day training program. Includes lecture 
notes, handouts, 1 1 1 a s t r a 1 1 on s , exercises and the Case 
Management Forms Set which is available separately. Us'iTT 
case study method des igned to give workers experiential 
training in the techniques of good case management. 

"^"^ Case Management Forms^Set , 1983, Revised 1985, 174 pages. 
Includes the Care Plan and Reassessment forms and guidelines 
for their use. Tliese should be useful to persons actually 
engaged in case management as well as their trainers. The 
care plan is organized t o d e s c r 1 b e p r o b 1 ei s , outcome 
measures, types of help needed arid Inf orraal/f oriai service 
providers. Reassessment in Charirieling was done every six 
mqnths or when an event triggered a need for re-evaluation 
of^the care plan. The reassessment form^ organized for easy 
plinical use, is significantly shorter than the Clinical 
Baseline Assessment instrument. 
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T-7 The Channeling Case Management Manual , 1982^ revised 1986^ 
113 pages. Designed for use by local site staff members 
involved in screening, asseissihg and the case management 
prbceiss. Contains an overview of the Channeling program^ 
the core functions of the Channeling intervention ^ the role 
of the case manager and describes support functions for the 
case manager such as record keeping. 

T- 8 A Guide to Memorandum of Understanding Ne g o 1 1 a 1 1 an- anj 
Development , M. Johnson and L. Sterthous, 1982 , 28 pagesi 
Describes a practical, step-by-step approach to negotiating 
memoranda of understanding i Although written for Ghanneltng 
agencies, the technl que s would b e as eful for any social 
service agency interested in developed formalized inter- 
agency agreements. The document includes model agreements^ 



T-9 Community Services and Long-Term Care; Issae^ — gf Npg'htgpnrp 
and Liability , E. Cohen and L. Sterthous, 1982, 48 pages^ 
Although specific laws vary from state to state, this paper 
can be a guide to general legal principles to be followedi 

T-10 Informal Sefvicef? and Supports , Linda M. Sterthous, editor, 
1985, 132 pages. A collection of practice-oriented papers 
written by case managers and supervisors from the Channeling 
sites. Includes an extensive bibliography on informal 
supports • 



T-11 The Channeling Financial Cott tiro 3r Syst em , Mi Grannemann, 
1985, 99 pages. Describes the computerized and manual cost 
control system that was used by the five Channeling financial 
control model sites to keep service expenditures for clients 
below a p r e - d e t e r m i n e d level or "cap." The system's 
strengths and weaknesses are described and recommendations 
are included • 



T— 1 2 Assessment and Car ei t>tann-trrg^ ^nr thp F rg f T _ E14e r 1 y i A 

Problem Specific App^roach , Elizabeth Solen, B.S.N. , et al., 
198 6 i Describes various problem areas likely to be 
encount_ered among f J^^ii I ^ 1 d e r 1 y in the community. Each 
problem area includes a comprehensive list of items that 
should be considered by a case manager. Model care plans 
are also inciudedi 



All Channeling reports are available for a charge from: 

National Technical Information Service 
UiSi Department of Commerce 
5285 Fort Royal Road 
Springfield, Virginia 22161 
703-487-4650 
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